of fetal weight and help guide timing of delivery. We aimed to verify our departmental policy of continuing serial growth scans until 41 weeks of gestation to detect late onset intrauterine growth restriction. Methods: A cohort of 120 women who had had their labour induced after 40 weeks gestation because of concerns about fetal growth was recruited retrospectively. Women were then excluded if their final growth scan had been prior to 40 weeks gestation or if they had delivered more than five days after their scan. Estimated fetal weight was then compared to actual birth weight and a percentage error was calculated. This error was compared to figures from previous work looking at the accuracy of estimated fetal weight on scans done from 34-37 weeks gestation. Results: All scans fell within the accepted 15% margin of error, reassuringly 95% of scans gave an estimated fetal weight within 10% of the actual weight. Just under a third of scans estimated the fetal weight within 2% of the actual weight. Scans done at 40 weeks and beyond were more accurate than those done preterm. Only 81% of the scans done between 34 and 37 weeks gestation fell within the accepted 15% margin of error between EFW and actual weight compared to 100% when the scan was done after 40 weeks. Just under a quarter fell within 2% when the scan was done prior to 37 weeks compared to nearly a third when scanned after 40 weeks. Conclusions: Scans done after 40 weeks of gestation can be relied upon to give an accurate estimation of fetal weight, in fact more so than when the scan is done prior to 37 weeks. We should continue to use information from these late scans to help guide our decision making regarding timing of delivery. Our findings corroborate our local policy with the inclusion of a scan at 41 weeks to detect late onset intrauterine growth restriction.
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Placenta vascular malperfusion and their relationship with fetal Doppler in overweight/obese pregnant women J. Shin, K. Sajin
Catholic University of Korea, Seoul, Republic of Korea
Objectives: To investigate whether placenta perfusion is adequate for overweight/obese pregnant women by assessing fetal Doppler in third trimester and histologic examination of placenta. Methods: 133 full-term pregnant women were studied prospectively in the third trimester of pregnancy. Women were divided by normal and overweight/obese pregnant women by pregestational BMI as cut-off of 25. Doppler ultrasound examination of umbilical artery (UA), middle cerebral artery (MCA), and uterine artery (UtA) was performed at 35-40 gestational weeks. The pulsatility index (PI) was calculated. The CPR (cerebroplacental ratio) was calculated as the ratio between the MCS PI and the UA PI. All Doppler indices were converted into multiples of median (MoM), correcting for gestational age using reference ranges. Histological characteristics of placentas were classified as normal, histological chorioamnionitis, and vascular underperfusion. Results: Fetal CPR was significantly lower in overweight/obese pregnant women compared with normal pregnant women. No significant difference was noted in histologic examination of placenta. Conclusions: Blood supply to fetus may be inadequate in overweight/obese pregnant women, but pathologic change in placenta was not noted. It describes a placenta that does not separate spontaneously at the delivery because of abnormal implantation into the uterine wall. In this report we present 12 cases of AIP diagnosed for 6 years 2011-2016. Methods: All cases were diagnosed prenatally by 2D gray scale, colour Doppler and 3D ultrasound according the ''European working group of AIP'' criteria. Results: Clinical risk factors: placenta previa or low anterior placenta and previous uterine surgery -Caesarean section plus curettage in a half of the cases were present in 11 patients and in one patient -no risk factors were reported. Ultrasounds markers for AIP were found:
1. Loss of clear zone in 12 cases 2. Abnormal placental lacunae -12 3. Bladder wall interruption -11 4. Myometrial thinning -12 5. Placental bulge/exophytic mass -6 6. Uterovesical and subplacental hypervascularity -12 7. Bridging vessels -11 8. Turbulent blood flow through the lacunae -11 9. 3D intraplacental hypervascularity -4
The outcome of the cases was: -1 resection of anterior uterine wall and 11 Caesarean hysterectomies with complications:
-6 resections of bladder -2 relaparotomy after post operative bleeding -1 vaginal hematoma -8 excessive peripartal blood loss more than 5-6 litre Conclusions: Every ultrasound image presents more than one marker for AIP.
The incidence of AIP in our hospital has increased with the rising number of Caesarean deliveries. In 90th -2000th the frequency of AIP is 0.02% between 2011 -2015 is 0.05% and at last year is rise to 0.09%.
The interpretations of ultrasound findings is helpful to improve diagnosis clinical/expectations and operative management.
Supporting information can be found in the online version of this abstract EP15.03 Does a short cervix predict antepartum massive hemorrhage in patients with placenta previa?
